THE DIVISION OF HEALTH OF MISSOURL

No.300 || T X
to-20 l F".ED AUG 18 19_55 STANDARD CERTIFICATE OF DEATH State File No ~
'SIRTH NO. REG. DIST. NO,. t Qé PRIH;RY REG. DIST. NO.MQ. Kegistrar's No. “__30‘ d
i. PLACE OF DEATH = 2. USUAL RESIDENCE (Where decessed lived. 1If lnstitution: residence befors
\X » COUNYTackson » STATEMi ssouri > ¥ kson i siont
b. CITY (If auteide corporats imits, write RURAL and give | ¢. LENGTH OF || c. CITY © d 1s Realdence within Umlwof
w9 Independence ko | “BLige | Sk Independence - ! Bl S
d. FS&P‘JAME QF (If not in hospital or institytion, give streot adiress or location) ASDTDRRFEE‘;S ~v {1 rural, give location) 7/&6'40
INSTHUTION Convalesence Hole .0 mlhman Bad. 200 Trumen Road
3. I:?ECEESET) a. (First) b. (Midde) ¢. (Last) i DS}‘-'E (Month)  (Day)  (Yean)
{ Tupe or Print) Susan Baililev DEATH ’\.Al'lﬁl‘iitwﬁ: 1955
5. SEX ﬁ 6, COLOR OR RACE | xﬁ)RoF‘QAED bé.lE“\,igEChélsRRlED. 8. DATE OF BIRTH 9. AGElrg:i:--;n hl: uw ID‘:-' | urote 2 ws,
- (Bpedi — T ¥, LU Ho &,
Female 4] Colored Widow =T Unknown Unknown | R
10a. USUAL QCCUPATION (C worl 0b. Ni R IN- | 1l. BIRTHPLACE . .
5, JSUAL OCCUPATION (onexizgot sk | 100 KIND OF BUSINESS G I | 11 & eyt ene e sorsign ot/ | 12 STTRENOPWHAT
nemployed Missisippi | UsS.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
“n George Crutcher . | Unknown Deceased
15. WAS DECEASED EVER IN U, S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yoa.no,or unkoowa) | (If yes, glve war or dates of service) RO. R .
o None Christine Livingston (Reg,Nuras
18, CAUSE OF DEATH MED|CAL CERTIFICATION INTERVAL BETWEEN
| Enter only ohecausoper | 1. DISEASE OR CONDITION - IO.r'on ary -JcclLus ion ONSET AND DEATH

DIRECTLY LEADING TO DEATH®(n3y

Iine for {8), (b), and (c)

*This does not mean | PNFECEDENT CAusES Arterios 010 tic Heart Yigease.

the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b}
as heart faflure, asthende, | 7ide fo the above cause (a) stating

cie. It meone the dis- the underiying cause last. ) 4 9'0_0
ease, infury, or compliea- ) DUE TO (c) '

tion which cauaed death. | 1. OTHER SIGNIFICANT CONDITIQNS

Conditions contributing to the death but not
related to the dizease or condition causing deaih.

19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 2, AUTOPSY?
TICN . .
_ ves L] wo [J
2la. ACCIDENT {8pecify) 21b. PLACE OF INJURY (e.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) __(?I'ATB
?‘]L(j)]hcl:lglEDE homs, furm. factory, sireet, offics bldg., eto.) Inde peHdeng—e J&C }.ES on 10
2id. TIME (Month) (Day) (Year) {(Hourd | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? :
WHILE AT/ NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I attended the deceased from April 19 :‘D 8 AuguSt 1959’ that I last saw the deceased
alive on _25-_7_‘.1_1_“"__, ‘1955., anfihal degth occurred ot _LQ__‘_N'M . from the causes and on the date stated above.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

zn. sieNaTURE ] ), ( (Degres of tildy/ | 23b, ADDRESS ] 2. DATE SIGNED
. Be L.‘ihittiev' ' z. D, 2307 !krospect St 8 aug.
Zia BURIAL . CREMA. za NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Gity, town, or county) (State)
fibt A vet” [ Aug)B-1955 St.Louis,Mo
DATE REC'D BY LOCANN REGIFRAR'S SIGNA 35 § [ runeRaL DiReCTOR' 5 1 eNATURE ADDRESS
=5~ Al Manloves Williams 1729%dia

“-’(f.iamedmer’l Statemnent on Reverse Side)




%}\S}

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
BY I, O DY ot it it brr e et aaeeaieeaimaeae s ..., Student Embalmer No............

working under my personal supervision,.

Student....c.iiiiii it
Signature of Student Fmbalmer

Licensed Embalmer No,..

P, O. Address%. Ay A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HBANDWHITING. (Fa
to comply with the above constitutes grounds for revocation of license), ’ ’

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

Jf this body is not embalmed, fact should be so stated above.




